Introduction
Major changes are taking place in the way child health surveillance is carried out. The recent report of the Joint Working Party on Child Health Surveillance (Hall report) attempted to define those elements of a surveillance programme that seem to be effective in the light of current consensus.'
This has led to a reduction in the diversity of child health surveillance schedules in use across the United Kingdom.2 The revised edition of the Hall report makes explicit recommendations about the most appropriate division of work between doctors and health visitors, although not between general practitioners and clinical medical officers, at each stage of the recommended surveillance programme.
In the face of these rationalising influences, other developments have increased the difficulties district health authorities face planning child health services. Under the terms of their new contract general practitioners receive a supplement for each registered child under the age of 5 years for whom they carry out developmental surveillance.' The proportion of general practitioners (and practices) offering surveillance programmes has increased substantially (Department of Health, personal communication).
Responsibility for the clinical components and monitoring of surveillance is therefore shared between the district health authorities and family health services authorities (FHSAs). However, the creation of internal markets and rapidly changing organisational structures have rendered the collection and sharing of information needed to monitor child health surveillance more difficult. referring children to a doctor only when necessary, less than a third of both groups of doctors agreed.
Most clinical medical officers were in favour of the attachment of clinical medical officers to practices, either to help with or to take on the main responsibility for child health surveillance. This interest was reciprocated by most general practitioners not providing child health surveillance (54%, 92/172 as help; 51%, 87/170 as main responsibility) but not by those providing child health surveillance themselves (36%, 86/238 as help; 22%, 52/237 as main responsibility) (95% confidence interval for difference 10% to 25%, 22% to 36% respectively). There was strong support among clinical medical officers for greater involvement in aspects of child health other than child health surveillance -namely, special needs (97%, 38, respondents); child abuse (87%, 34); acute paediatrics (56%, 22); and other activities such as enuresis clinics, audiology, and child psychology.
The general practitioners thought that clinical medical officers were less supportive than other groups of their taking on more child health surveillance. Only 23% (95/413) general practitioners saw clinical medical officers as supportive, about half the number expecting support from consultant paediatricians (43%, 180/417), FHSA managers (51%, 212/413), and health visitors (52%, 216/417). The proportions of general practitioners seeing these groups as definitely unsupportive were 38% (158/413), 19% (79/417), 13% (53/413), and 21% (88/417) respectively.
Of all health visitors, 72% (105/146) thought that the new general practitioner contract had reduced parental choice of where to attend for child health surveillance; 65% (95/146) thought it had created pressure on them to refer this work to general practitioners rather than clinical medical officers.
ATTITUDES TO AUDIT
General practitioners in all districts were considerably less enthusiastic than health Uncertainty exists about the effectiveness of many elements of child health surveillance.7 The current recommended schedule will need to be modified in the light of subsequent evaluations. Audit is one way of continually updating practice. The general practitioners' lack of enthusiasm for audit is disappointing but unsurprising. The heavy emphasis on audit in the wake of Working for Patients9 had led to some disaffection among doctors. Cross disciplinary audit may help to alleviate this.
The creation of internal markets and the establishment of joint purchasing consortia are tending to blur organisational boundaries. The shift of child health surveillance into general practice demands new ways of configuring community child health services. These will require cooperative working relationships. This study suggests that the key groups involved are likely to meet that challenge.
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